In previous articles I have set out the challenges of providing healthcare in prisons and have examined the problems in British prisons of elderly prisoners, women prisoners, and prisoners with mental disorders. [1] [2] [3] [4] In this final article of the series I highlight how prison contributes to the treatment of people who are "hard to reach." Many British prisoners come from the most economically deprived and socially disadvantaged groups within society. They share with these groups the experience of being raised in care, low educational attainment, unemployment, and homelessness (table 1⇓) . 5 Some minority ethnic groups are substantially over-represented (table 2⇓) . Many prisoners have chaotic lifestyles and complex health and social problems. They may also have limited health aspirations and low expectations of health services, which may not have the flexibility to respond effectively to their needs. 7 Prison can provide an opportunity for the orderly assessment and treatment of those whose lifestyle has previously prevented engagement. Prisoners can be encouraged to adopt healthier behaviours, and prison can be viewed as an opportunity to address health inequalities. 8 However, prisons are not principally in the business of promoting health and some people argue that there is an inherent contradiction between the aims of care and control. 9 Prisons have values, rules, and rituals that enable prisoners to be observed, contained, and disempowered 10 ; these are at odds with any notion that prisoners can be encouraged to take charge of their health. 9 In addition, any discussion about the health of prisoners cannot ignore the broader question of whether prison is the right place for many offenders.
Health promotion in prison
The first dedicated health promotion strategy for prisons in England and Wales was published in 2002. 8 Because few resources have been invested in evaluating it, its impact is largely unknown. 11 12 In 2008-09 Her Majesty's Inspectorate of Prisons and the Care Quality Commission examined a sample of 21 primary care trusts and found that all undertook health promotion in prisons. Although there was evidence of good practice, the information on provision was not always sufficiently detailed to allow proper appraisal. 13 Around 80% of prisoners in England and Wales smoke, 14 four times the proportion of the general public. 15 Reasons for prisoners smoking include relief from boredom and stress. 16 Smoking in UK prisons has been restricted since 2007: prisoners may smoke in their cells but are not allowed to smoke in their workplace or during educational programmes or activities. 17 The government's 2010 tobacco control strategy for England mentions prisoners as one of the vulnerable and disadvantaged groups whose high rates of smoking should be tackled. 18 An evaluation study of the use of nicotine replacement therapy in 16 prisons in north east England, found that quit rates similar to those in the community are possible. 19 There are, however, no plans for British prisons to become smoke-free. This is in contrast to the United States, where 60% of surveyed prisons reported total tobacco bans, with 27% having an indoor ban on tobacco use. 20 Non-smoking prisoners have successfully sued several states for exposing them to second hand smoke.
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Infectious disease
Prisons are vulnerable to infectious disease as they are often overcrowded, with poor ventilation, shared facilities such as showers, and high turnover of prisoners, staff, and visitors. 22 Outbreaks of seasonal influenza and gastrointestinal disease are common, 23 although prisons in England and Wales did not experience significant outbreaks during the 2009 flu pandemic. 24 Prisoners have higher rates of tuberculosis, hepatitis B, and HIV infection than a similar population outside prison. 25 A 1997 survey in England and Wales found that 0.3% of male prisoners and 1% of female prisoners were positive for HIV, and that 8% 
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of adult males and 12% of adult females had hepatitis B antibodies. 26 Hepatitis C antibodies were found in 9% of men and 11% of women. 26 Resources available to prevent spread of blood borne viruses in prisons include disinfectant tablets to decontaminate needles, syringes, and tattooing equipment. Condoms, dental dams, and water based lubricants are available on request. A hepatitis B vaccination programme is in place. As injecting drug use is the most common risk factor for hepatitis B in the community, and 61% of injecting drug users are imprisoned at some point, vaccination in prison helps to protect this group. 27 Tuberculosis is associated with drug use, incarceration, and homelessness, 28 and prison offers an opportunity for identifying people who are infected. A proposed national system in England and Wales to allow screening at reception is not yet in place, but eight prisons receiving prisoners from areas of high prevalence have x ray machines, and tuberculosis case finding in prisons has increased (46 cases in 2007 versus 91 cases in 2012). 23 29 However, ensuring completion of treatment is difficult. Pentonville prison found that in 2005 62% of prisoners on directly observed therapy were homeless on release, with less than half completing a full course of treatment.
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Drug misuse
Illegal drug use in prison is a substantial problem, with some prisons having very high levels. 31 In one study 48% of male and 38% of female sentenced prisoners reported using drugs during their current prison term.
14 Drugs may be posted into prisons, brought in by visitors or prison officers, or thrown over the perimeter. 31 Investment in prison treatment in England and Wales has increased from £7m (€8m; $11m) in 1997-98 to £80m in 2007-08 (not adjusted for inflation). 32 In 2009-10, 60 067 prisoners received clinical treatment for drug addiction in prison in England and Wales. 33 Sixty per cent of these were entered on a detoxification programme and the remainder on a maintenance programme. 33 Individual care is planned using the integrated drug treatment system, 34 which aims to combine clinical and psychosocial approaches and to bridge prison and community care.
Standards of treatment vary greatly across the prison service. 35 Particular problems are recognised in addressing the needs of those serving short sentences, for whom serious drug or alcohol problems are an "abiding feature." 36 Continued support on release is also a problem, 31 and prisoners are at a substantially increased risk of death by drug overdose in the first month after release. 37 
Health on release
Release from prison can be a "health depleting experience." 38 For instance, one study of male probationers found the suicide rate to be nine times that of the local community population. 39 The operational guidelines for prisoner resettlement in England and Wales include consideration of the need for follow-up healthcare in the community, 40 but the quality of planning for post release care is variable, and continuity of care can be poor. 41 Half of prisoners have no general practitioner when they are released. 41 Former prisoners do not necessarily prioritise their health on release, instead focusing on basic needs such as accommodation. 38 In a 2003 survey in England and Wales only two thirds of adult prisoners said they had accommodation arranged for their release. 42 Broader determinants of health such as poor prospects for employment and lack of social support are also problems.
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Is this the only way?
Prison clearly has a part to play in meeting the health needs of a marginalised group of people. However, it is ultimately not the best place to tackle poor health. Some newspapers delight in caricaturing prisons as "holiday camps," 43 but even if prisons shared some of their characteristics, the harms of imprisonment would remain. Custody separates families, and former prisoners experience social disadvantages such as a high unemployment rate. 5 Prison's enforced passivity and conscious wasting of life also cause acute distress. 44 The average yearly cost of a prison place in England and Wales is £39 573. 45 In 2012 UK total prison spend was £4.1bn. 46 Despite this expense, prison does little to deter offending and almost half of those sentenced to custody are reconvicted within a year. 5 It is important to ask whether the resources allocated to imprisonment could be spent more wisely, whether custody is the best way of dealing with people who offend, and how prison numbers can be kept to a minimum.
People who commit crimes often come into contact with health and social services because of their problematic behaviour. Management revolves around sanctions such as custody 47 rather than earlier assistance in the community that might prevent a prison sentence. Innovative thinking is required to allow resources currently allocated to prisons to be deployed more constructively and at all stages of the lives of people at risk of future imprisonment. Many of Britain's most vulnerable citizens now pass at some point through the criminal justice system. 48 People in the community with multiple needs and exclusions have not been a government priority, and there is no overarching strategy to tackle their health and social needs 48 with the explicit aim of avoiding custody.
Although recorded crime is falling, 49 the number of British prisoners continues to climb. Arguably, many of them should not be there. This is because of the relative harmlessness of their offences, the vulnerability of the offenders, and the harmful consequences of imprisonment. This is not to say that people who break the law should not be punished, but that prison and punishment should not be synonymous. Alternatives to prison may offer better outcomes and save money. One economic analysis found that community sentences save £3437 to £88 469 per sentenced offender, rising to as much as £200 000 if longer term changes to offending patterns are also considered. Community based drug treatment was found to be particularly effective at saving costs as offenders receiving treatment were 43% less likely to re-offend after release. 50 Court ordered community sentences are reported to be 8% more effective at reducing reoffending rates than custodial sentences. 5 Continued and increasing reliance on imprisonment is a moral and political choice, a path that politicians choose and society implicitly condones. During 1997-2009 the British government introduced 1036 new offences punishable by imprisonment 51 and the prison population in England and Wales has almost doubled since the early 1990s.
1 Electorally, no major political party seems able to abandon a populist stance of being "tough on crime." Yet everyone is affected by the increasing human and economic costs of an ever more punitive criminal justice system. 
